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PREFACE 


Indian Nursing Council has revised General Nursing and Midwifery Basic 
and B.Sc(N)/P.B. B.Sc(N) syllabus. In order to facilitate the teachers to implement 
the syllabus effectively guidelines for students of Nursing for Clinical Assignments 
has been developed, and to ensure uniformity in nursing education in India by 
Indian Nursing Council. 


This Clinical Assignments — Guidelines will help students, for critical 
thinking and application through the analysis of cases encompassing several 
nursing specialities in a variety of hospital, clinical, and community settings. 


I am sure it would prove a very good resource material for Teachers and 
students during the period of training. 


I take this opportunity to acknowledge the contribution of experts while 
preparing this document and I also acknowledge Mrs. K.S. Bharti for designing 
and formatting the document. 


(T. Dileep Kumar) 
President 

Indian Nursing Council 
and Nursing Adviser to 
Govt. of India 
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Student’s Name 


Address: 


Diagnosis: 


Occupation: 

. Unskilled 

. Skilled 

. Professional 
. Service 

. Business 

. Agriculture 
. Not working 


Chief Complaints with 
duration: 


Family History: 
Type : 

1. Joint 

2. Nuclear 


No. of members : 
Support person (s) : 


Any illness : 
1. TB 

2. DM 

nine 

. Hereditary illness 
. Any other : 


OUTLINES FOR NU 2 


Hospital __ 


Sex: 
1. Male 
2. Female 


Religion: 

. Hindu 

. Muslim 

. Christian 
. Sikh 

. Any Other 


Operation: 


Monthly Family 
Income (Rs.): 

be =2500, 

2. 2501-5000, 

3. 5001-10000, 
4. 210001 


Marital Status: 


1. Married 
2. Single 
3. Widow 


Education (*): 

1. Illiterate 

2. Primary 

3. Secondary 

4. Graduate & 
Above 


Date of operation 


Nursing Alert: 


Year of Study___ 


Ward/Bed 
No.: 


Hospital 
Registration 
No.: 


Discharge 
Date: 


Admission 
Date: 


Name of the Doctor: 


1. Sensitivity / Allergy 


/ Precaution 


History of Present Illness: 
Onset/Rx taken 


Health facility near home: 


Type: 
1. Hospital 


2. Health Centre 


3. Any other : If any other (specify) 


Distance : 


kms. 


Transportation facility : 
l. Yes 
2. No 


History of Past Illness: 
IlIness / Medications / Any 
restrictions: 


Housing: 

Type : 

1. Kuchcha 

2. Pucca 

No. of Rooms : 

Toilet : 

1. Indian 

2. Western 

3. Temporary 

4. Open 

Electricity: 1. Yes 2. No 
Drinking Water (Source) : 
1. Tap 

2. Well 

3. Pond 

4. River 

5. Hand pump 


Personal History 


Observation & Assessment 


Personal Hygiene : General Appearance : 


oa Hygiene : Sensorium: 1. Unconscious 2. Conscious 3. Alert 
requenc 
a = —— Agent 4. Oriented 5. Confused 
Peienoy es Agent Emotional State : 
Diet: 1. Veg 2.Egg 3. Non-Veg. Foul Body Odour: 1. Yes 2. No 
No. of meals per day : 
Food preferences : Foul Breath : 1. Yes 2. No 
Fluid: lasses/da . 
Tea & Coffee : 2 cups/ ee Physical Examination 
Cola’s: lasses /day | Temperature 
Pul 
Sleep & Rest : Hours/day : J Z ae 
1. Uninterrupted 2. Interrupted, explain : Respiration J BP____ 
ea EES Eee Drugs used for sleeping, Skin Colour: 1. Normal 2. Pale 3. Flushed 
any. (specify): 4. Cyanosed 

Elimination Posture : 1. Normal 2. Kyphosis 3. Lordosis 
Bowel per day: 1. Regular 2. Constipation 4. Scoliosis 
ee 1 2 1. Normal 2. Abnormal 
Urine frequency : During day____ Night _____| Bleeding: 1. Internal 2. External, Specify 
Mobility & Exercise Discharge: 1. Yes 2. No Specify 
Walking habits:1.Yes 2.No Hair: 1. Clean 2. Not Clean 
Ifyes: 1. Regular 2. Irregular Dadinilons 

a oe . No. 
Exercise/Activity : 1.Sedentary 2. Mild ois 13 = =e 
3. Moderate 4. Heavy If yes, specify, If any problem detected in, Please mention : 
Joints:1.Pain 2. Discomfort 3. Restriction Eye/ENT 
SS eS SS TS 7 h&G : Number of teeth 
Menstrual History : 1. Regular 2. Irregular = ep Ls ee 
If regular, 1.Scanty 2. Heavy Cycle 1. Healthy 2. Swollen 3. Bleeding 4. Caries 
LMP Any other problem 5. Any other, Specify 
Sexual & Marital History Oral Mucosa: 1. Healthy 2.Sore 3. Lesion if any other, 
Spouse : General Health: 1. Good 2. Fair 3. Bad mperily 
Spouse Occupation : 1. Working 2. Non-working Glands: 1. Enlarged 2. Not Enlarged. If enlarged. 
Relationship : 1. Satisfactory 2. Unsatisfactory (1. Submandibular 2. Cervical 3. Clavicular 4. Axiliary 
Staying together : 1. Yes 2. No 
No. of Children : 1.M 2 F 5. Inguinal 6. Any other specify ) 
General Health: Chest : (1. Shape 2. Movement 3. Any abnormality) 
Handicaps/Deficiency/Impairment Prosthesis/Implants/ Specify 
Fixtures/Aids Abdomen :1.Size 2.Fluids 3.Shape 4. Girth 5. Scar 
Specify 6. Hernia 7. Pigmentation 8. Distension 
1. Hearing aids 2. Contact lenses & specs Limbs : 
3. Dentures 4. Pacemaker 5. Catheters & tubing Toes and nails: Back 1. Pain/Discomfort 
6. Any other, Specify 2. Shape 3. Curvature 4. Growth 5. Tenderness 6. Spinabifida 
Substance Use : 1. Tobacco 2. Drugs 3. Alcohol Skin: 1. Hydrated 2.Dry 3. Intact 4. Lesion 5. Broken 
4. Any other, specify 6. Lump 7. Pigmentation 8. Infestation 9. Wound 


Addiction: 1. Yes 2. No 
Immediate problems due to Hospitalization on admission | Any other 


day: | Dependency level of the patient 
1. Independent 2. Partially dependent 3. Fully dependent 


NURSING ASSESSMENT SHEET 


Name of the Patient 


Ward/Bed No. 


Hospital Registration No 
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PLAN OF CARE 
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Sheet No. 


Name of the Patient 


Ward/Bed No. 


Hospital Registration No. 


MEDICAL -SURGICAL NURSING ¢ AS 


Student’s Name 


Diagnosis: 


Occupation: 

. Unskilled 

. Skilled 

. Professional 
. Service 

. Business 

. Agriculture 
. Not working 


Chief Complaints with 
duration: 


Family History: 
Type : 

1. Joint 

2. Nuclear 


No. of members : 
Support person (s) : 


Any illness : 

i ro 

. DM 

. ree 

. Hereditary illness 
. Any other : 


Hospital 


Religion: 

. Hindu 

. Muslim 

. Christian 
. Sikh 

. Any Other 


Operation: 


Monthly Family 
Income (Rs.): 

£. £2500; 

2. 2501-5000, 
5001-10000, 


o: 
4. 210001 


Marital Status: 
1. Married 

2. Single 

3. Widow 


Education (*): 

1. [literate 

. Primary 

. Secondary 

. Graduate & 
Above 


Date of operation 


Nursing Alert: 
1. Sensitivity / Allergy 
/ Precaution 


History of Present Illness: 
Onset/Rx taken 


Health facility near home: 


Type: 
1. Hospital 


2. Health Centre 
3. Any other : If any other (specify) 


Distance : 


Transportation facility : 


1. Yes 
2. No 


kms. 


Ward/Bed 
No.: 


Hospital 
Registration 
No.: 


Discharge 
Date: 


Admission 
Date: 


Name of the Doctor: 


Weight: 
in Kgs. 


Height: 
____sft. and inch. 


History of Past Illness: 
Illness /Medications/ Any 
restrictions: 


Housing: 


Type: 
1. Kuchcha 


2. Pucca 
No. of Rooms : 


Toilet : 


1. Indian 


2. Western 


3. Temporary 


4. Open 


Electricity : 1. Yes 


2. No 


Drinking Water (Source) : — 
1. Tap 


(*) I-Illiterate, P - Primary, S - Secondary, G & A - Graduate & above 


2 
3. Pond 
4 
5 


. Well 


. River 
. Hand pump 


Year of Study__—_ 


Personal History 


Observation & Assessment 


Personal Hygiene : General Appearance : 


ea Sensorium: 1. Unconscious 2, Conscious 3. Alert 
Ys A 

Bethe Pes. day gent 4. Oriented 5. Confused 
Frequency Agent Emotional State : 


Diet: 1. Veg 2.Egg 3. Non-Veg. 


Foul Body Od io 
No. of meals per day : ul Body Odour: 1. Yes 2. No 


—_— SS 


_| Food preferences : Foul Breath : 1: Yes 2. No 
Fluid: | _ glasses/da : 
Tea & Coffee : cups/ ss Physical Examination 
Cola’s: glasses /day | Temperature Pulse 


Sleep & Rest : Hours/day 

i. Uninterrupted 2. Interrupted, explain : 
Naps:____......_-_-—==—ss==——_—s#@D rugs used for sleeping, 
| if any (specify): 


Respiration BP 
Skin Colour: 1. Normal 2. Pale 3. Flushed 
. Cyanosed 
Posture : 


Elimination . Normal 2. Kyphosis 3. Lordosis 


1 
4 
1 
Bowel per day :1. Regular 2. Constipation 4. Scoliosis 
1 
1 
1 
1 


Frequency Gait : . Normal 2. Abnormal 

Urine frequency : During day___ Night Bleeding : . Internal 2. External, Specify 
-| Mobility & Exercise Discharge : . Yes 2. No Specify 

Walking habits:1.Yes 2.No Hair: . Clean 2. Not Clean 

Ifyes: 1. Regular 2. Irregular Pediculosis: 1. Yes 2. No. 


Exercise/Activity : 1.Sedentary 2. Mild 

3. Moderate 4. Heavy 

|Joints:1.Pain 2. Discomfort 3. Restriction 
_| 4. Specify 

Menstrual History : 1. Regular 2. Irregular 

.|If reguiar, 1.Scanty 2. Heavy Cycle 

'| LMP. Any other problem 


If yes, specify, If any problem detected in, Please mention : 
Eye/ENT 

Teeth & Gums : Number of teeth 

1. Healthy 2. Swollen 3. Bleeding 4. Caries 
5. Any other, Specify 

Oral Mucosa: 1. Healthy 2.Sore 3. Lesion if any other, 
Specify 
Glands: 1.Enlarged 2. Not Enlarged. If enlarged. 

(1. Submandibular 2. Cervical 3. Clavicular 4. Axiliary 

5. Inguinal 6. Any other specify ) 
Chest : (1. Shape 2. Movement 3. Any abnormality) 

Specify 
Abdomen :1.Size 2. Fluids 3.Shape 4. Girth 5. Scar 
6. Hernia 7. Pigmentation 8. Distension 

Limbs : 


Toes and nails: Back 1. Pain/Discomfort 


Sexual & Marital History 


Spouse : General Health: 1. Good 2. Fair 3. Bad 
Spouse Occupation : 1. Working 2. Non-working 
Relationship : 1. Satisfactory 2. Unsatisfactory 
Staying together : 1. Yes 2. No 
_| No. of Children :1.M 2. F 
General Health: 


. pandidapelDeticrency/Impairnent Prosthesis/Implants/ 
Fixtures/Aids 


‘| Specify 


1. Hearing aids 2. Contact lenses & specs 
-|3. Dentures 4. Pacemaker 5. Catheters & tubing 
‘16. Any other, Specify 


2. Shape 3. Curvature 4. Growth 5. Tenderness 6. Spinabifida 


Substance Use: 1. Tobacco 2. Drugs 3. Alcohol Skin: 1. Hydrated 2.Dry 3.Intact 4. Lesion 5. Broken 


‘| 4. Any other, specify 
Addiction: 1. Yes 2. No 
Immediate problems due to Hospitalization on admission 


6. Lump 7. Pigmentation 8. Infestation 9. Wound 


Any other 
Cn Nee TE pe ee a a Dependency level of the patient 


1. Independent 2. Partially dependent 3. Fully dependent 
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CLINICAL EXAMINATION AND NOTES 


Etiology 


Pathophysiology 


Signs and Symptoms 
Listed in the Book Present in the Patient 


Investigations 


Treatment 
a Operation notes 


b Medications 


Complications (if any) 


r 


NURSING CARE SHEET 


Sheet No. 


Name of the Patient. 


Ward/Bed No. 


js? a ee No. 


Progress Notes 


Summary 


Conclusion 


Bibliography 
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STUDENT’S NAME 
YEAR OF STUDY 


SIGNATURE OF STUDENT 
SIGNATURE OF SUPERVISOR 
DATE 
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Hospital Year of Study 


Student’s Name 


Father's Name : Age: Sex : Hospital Ward/Bed 
Mother’s Name : 1. Male Registration | No. : 

2. Female No. : 
Religion : Education: | Admission | Discharge 
. Hindu 1. Illiterate | Date: Date : 
. Muslim 2. Primary 
. Christian | 3. Secondary 
. Sikh 4. Graduate 
. Any Other & Above 


Address : Tel. No. : 


Operation : Date of operation Name of the Doctor: 


NURSING ALERT: 
1. Sensitivity / Allergy 
/ Precaution 


Weight : 
in Kgs. 


Occupation of Parents :| Monthly Family Income (Rs.) : 
. Unskilled 1. -S.2500; 

. Skilled 2. 2501-5000, 

. Professional 3. 5001-10000, Height : 

. Service 4, 210001 Ft. and inch. 
. Business 

. Agriculture 

. Not working 


Chief Complaints 


with duration : 


Family History : 
Type: 1. Joint 2. Nuclear 


No. of members : 
Support person(s) : 


Any illness : 
1. TB 

2. DM 

3. HT 

4. Hereditary illness 
5. Any other: 


History of Present Illness : 


Onset/Treatment taken 


Health facility near home : 


Type: 

1. Hospital 

2. Health Centre 

3. Any other : 

If any other (specify) 


Distance: Kms. 


Transportation facility : 
L. Yes 
2. No 


11 


History of Past Illness : Illness / 
Medications/ Any restrictions : 


Housing : 
Type: 1. Kuchha 2. Pucca 


No. of Rooms : 
Toilet : 


1. Indian 
3. Temporary 


2. Western 


4. Open 
Electricity: 1. Yes 2. No 
Drinking Water (Source) : 


1. Tap 2. Well 3. Pond 4. River 
5. Hand pump 


Personal History: 
Birth History 


Mother Pre-Natal/Natal/Post Natal 
Child Birth > Normal/Forceps/Caesarian Section 
Condition at Birth : Normal/Asphyxiated 
Birth Weight 
Any congenital malformation : Yes/No 
If yes, Explain in detail : - 


Dietary History 
Breast Feeding 

Other modes of feeding 
Weaning 

Present Diet 
Immunization History : 


B.C.G. 
POLIO 
D.P.T. - 
Measles 
EXT. 

Le. 
Hepatitis-B 


Personal Hygiene : 
Oral Hygiene : 


Frequency Agent 
Bath: Per day 
Frequency Agent 


Diet: 1. Veg 2. Egg 3. Non-Veg. 
No. of meals per day : 


Food preferences : 
Fluid glasses /day 
Tea & Coffee : cups/day 
Cola’s : glasses /day 


Sleep & Rest : Hours/day 
2. Interrupted, explain: 
Naps: 
(specify): 


Elimination 
Bowel per day: 1. Regular 2. Constipation 
Frequency 
Urine frequency: During day 

Night 


1. Uninterrupted 


Drugs used for sleeping, if any 


Mobility & Exercise 

Walking habits 1.Yes 2.No 

If yes: 1. Regular 2. Irregular 

Exercise/Activity : 1.Sedentary 2. Mild 3. Moderate 4. Heavy 
Joints : 1. Pain 2. Discomfort 3. Restriction 

4. Specify 

Handicaps/Deficiency/Impairment Prosthesis/Implants/ 
Fixtures/Aids 

Specify 

1.Hearing aids 2.Contact lenses & specs 3.Dentures 
4.Pacemaker 5.Catheters & tubing 

6. Any other, Specify — —_—_—_$€_$__$_$_€~______—_— 
Immediate problems due to Hospitalization on admission 
day: 
_ LS eT SSS Ss 
TS 


Observation & Assessment 
General Appearance: 
Sensorium : 1. Unconscious 2. Conscious 3. Agert 4. Oriented 
5. Confused 
Emotional State : 
Foul Body Odour: 1. Yes 2.No 
Foul Breath:1. Yes 2.No 
Developmental Mile Stones 
Physical 
Gross motor 
Fine motor 
Psychosocial 
Speech and language 


Physical Examination 

Temperature Pulse 

Respiration BP 

Skin Colour : 1. Normal 2. Pale 3. Flushed 4. Cyanosed 


Posture : 1. Normal 2. Kyphosis 3. Lordosis 4. Scoliosis 
Gait : 1. Normal 2. Abnormal 

Bleeding: 1. Internal 2. External, 

Specify 

Discharge: 1. Yes 2. No 

Specify 


Hair: 1.Clean 2. Not Clean 

Pediculosis: 1. Yes 2. No. 

If yes, specify, If any problem detected in, Please mention: 
Eye/ENT : 

Teeth & Gums : Number of teeth 

1. Healthy 2.Swollen 3. Bleeding 4.Caries 5. Any other, 
Specify 
Oral Mucosa : 1.Healthy 2.Sore 3.Lesion if any other, 
Specify 
Glands : 1. Enlarged 2. Not Enlarged. If enlarged... 

(1. Submandibular 2. Cervical 3. Clavicular 4. Axiliary 
5. Inguinal 

6. Any other specify 
Chest : (1. Shape 2. Movement 3. Any abnormality) 
Specify 
Abdomen : 1. Size 
6. Hernia 

7. Pigmentation 8. Detention 


) 


2. Fluids 3.Shape 4. Silth 5. Scar 


Limbs: 
Toes and nails : Back 1. Pain/Discomfort 
2. Shape 3. Curvature 4. Growth 5. Tenderness 6. Spinabifida 


Skin: 1. Hydrated 2. Dry 3. Intact 4. Lesion 5. Broken 
6. Lump 7. Pigmentation 8. Infestation 9. Wound 
Any other 

Dependency level of the patient 1. Independent 

2. Partially dependent —_3. Fully dependent 
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Ward/Bed No. 


Hospital Registration No 
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Pathophysiology 


Signs and Symptoms 
Listed in the Book 


Present in the child © 


Investigations 


Treatment 
a Operation notes 


b Medications 


Complications (if any) 
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Sheet No. 
Name of the child ee ee 
Ward/Bed No. 
15 


Hospital Registration No 


Progress Notes 


ee 


Summary 


Conclusion 
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STUDENT’S NAME 
YEAR OF STUDY 


SIGNATURE OF STUDENT 
SIGNATURE OF SUPERVISOR 
DATE 
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IDENTIFICATION DATA 


Name of the Patient : Hospital : 
Wife of : Hospital Registration No. : 


S/o: Dia Ward : 


Age: Sex; Bed No. : 
Date of Admission : __ Date of Discharge : 


Address : 


Telephone No. : Diagnosis : 
Informant : | Reiationship with the Patient : 


SOCIO ECONOMIC STATUS 

Education : Occupation : Income : 

Marital Status : No. of Family Members : Diet : Veg/Non Veg : 
Housing : ___ Water Supply : Disposal of Waste : 


Drainage System : Customs related to Health Practices : 


Family History 


Present Complaints : 


ee eee 
According to Patient : 
ee en ee 
According to informant : 
ee ee 


be 


HISTORY OF PAST ILLNESS 
Medical Illness 
Psychiatric Illness 


PERSONAL HISTORY 


Type of birth Normal/Forceps/Caesarian 
nian. : .. Type of Mothering 

Feeding : Breast Feed 

| Artificial Feed 


Childhood Milestones Physical Psychosocial 


Schooling Attitude towards Teachers 
Attitude towards Schoolmates 


Scholastic Performance 


Interpersonal Relationship with Friends 


Adolescence Psychological Adjustment towards sex. 


Male - Nocturnal Emission YES/NO 
Masturbation YES/NO 
Homosexuality YES/NO 

Female - Menstruation YES/NO 


Homosexuality YES/NO 


‘Adulthood School/College leaving age 


Adjustment with job 
Interpersonal Relationship with Colleagues 
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Family Tree 


PREMORBID PERSONALITY - TYPE OF PERSONALITY 


Psychopathology (in the book) Present in the patient 


Mental Status Examination - 
General Appearance, behaviour, conduct, Orientation 


Talk/Speech 

Mood / Affect 

Thought 

Perception 

Memory Immediate 
Recent 


Remote 


Judgment 
Insight 
Attention and Concentration 
General Information 


Intelligence 


Special Points- Bowel & Bladder 
Appetite 
Sleep 
Libido 


Any other 
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MEDICAL TREATMENT 


Other therapies used and the patient's response to the therapies 


ree | 


NURSING CARE PLAN 
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z ; 


Prognosis 


Summary 


Conclusion 
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STUDENT’S NAME 


YEAR OF STUDY 


SIGNATURE OF STUDENT 
SIGNATURE OF SUPERVISOR 
DATE 
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II. 


III. 


Family identification 


1: Name of the head of the family: 
2. Address 
Ge Telephone No. 


Family Characteristics: 


ig Type of Family Nuclear/Joint — 
pa Size of the Family: 

3. Religion 

4. Diet Veg./Non.Veg. 


Housing & Sanitary Conditions: 
iL Type of House (a) Kuchcha/Pucca 
(b) Own/Rented 


No. of Rooms 

Ventilation 

Cleanliness 

Cooking Fuel 

Source of Water Supply - Drinking / Washing Purposes 
Electricity 

Drainage System — Open/Closed 

System of Waste Disposal 


CMP NDA AT PWN 
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S 


Mosquito — Breeding Area. 
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IV. Family Composition : 
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Total Income 

Per Capita Income 

VI. Health Habits Occasional Addiction 
Smoking 

Alcohol 

Drug 

Any other 
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VII. Health Problems felt by the family 


VI. Health Problems felt by the Investigator 


IX. | Vulnerable Family Members 


Elderly 


Challenged — Physically 
mentall 


Other adults 


FAMILY CARE PLAN (IN THE ORDER OF PRIORITY) 


| Nam ‘ ae - Health Nursing Nursing |Evaluation| Remarks 
- Needs Goals | Intervention of Supervisor 


XII. Learning outcome 


a. Knowledge 
b. Skill 
c. Attitude 
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XII. Summary 


eke: ne ee ee 


XIV. Conclusion 
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eee 
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